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OMB NO.  0938-0193 

Pennsylvania State/Territory: 


AMOUNT, DURATION AND SCOPE OF SERVICES PROVIDED 

MEDICALLY
NEEDY GROUP(S): ALL 


The following ambulatory services are provided. 


Outpatient Hospital Services 

Rura l  Health Clinic Services 

Other laboratory and X-ray Services 

EPSDT services for individuals under- aye  21 

Family Planning Services and supplies

Physicians' Services - Office, Home, Hospitai,hospital Skilled nursing


Facility or  Elsewhere 
Podiatrists' Services 
Optometrists' Services 
Chiropractors' Services 
Home Health Services 

Clinic Services 

Dental Services 

Dentures 

Prosthetic Devices 

Eyeglasses

Nurse-midwife services 

Extended services for  pregnant women 

Targeted Case Management Services 

Transportation

Emergency hospital services 

Hospice services 

CRKP Services 

Case management Services 


* Description provided on attachment. 
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OMB NO. 0 9 3 8 - 


State/Territory: a 


AMOUNT, DURATION, AND SCOPE OF SERVICES PROVIDED 
MEDICALLY NEEDY GROUP(S): 

1. Inpatient hospital services other than those provided in an 

institution for mental diseases. 

p r o v i d e d  : / T N 0  limitations A T W i t h  limitations* 

o u t p a t i e n t  hospital services. 

p r o v i d e d  : /IN0 limitations L W i t h  limitations* 

r u r a l  health clinic services and other ambulatory services 
furnished by a rural health clinic. 

p r o v i d e d  : /X/No limitations w i t h  limitations* 

3 .  	 Other laboratory and X-ray services. 

Provided: /7 No limitations /7With limitations* 

4.a.Nursing facility services (other than services in an institution f o r  
mental diseases) for individuals 21 years of age or older. 

KTProvided: /7No limitations L W i t h  limitations* 

b.Early and periodic screening, diagnostic and treatment services f o r  
individuals under 21 years of age, and treatment of conditions found. 

f a m i l y  planning services and supplies for individuals of 

childbearing age. 


p r o v i d e d  / I N 0  limitations w i t h  limitations* 

*Description provided on attachment. 
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S u p e r s e d e s   -- ----- ---- 

R e v .  9 1 - 1 7  

addendum 
A t t a c h m e n t  p a g e  23 . 1 5 ,  

L i s t  o f  s e r v i c e sn o tc u r r e n t l yc o v e r e d  b y  t h eS t a t eP l a n  

d u t y8 .  P r i v a t e  n u r s i n g  

c a r e2 2 .  R e s p i r a t o r y  s e r v i c e s  

2 3 .  b .  S e r v i c e s  o f  C h r i s t i a n  n u r s e sS c i e n c e  
c .C a r ea n d  s e r v i c e sp r o v i d e di nC h r i s t i a nS c i e n c es a n i t o r i a  
f .  	P e r s o n a l  c a r es e r v i c e si nr e c i p i e n t ' sh o m e ,p r e s c r i b e d  i n  

a c c o r d a n c ew i t h  a p l a n  o f  t r e a t m e n ta n dp r o v i d e d  b y  a q u a l i f i e d  
p e r s o nu n d e rs u p e r v i s i o n  o f  a r e g i s t e r e dn u r s e .  

T N  	 I 9 1 - 1 7  
A p p r o v a l  E f f e c t i v e  A p r i l1 9 9 1D a t e  D a t e  1 ,  

T N  I 



State.territory Pennsylvania 

amount duration AND SCOPE OF services provided 
med ICALLY needy GROUP ( S ) : 8 L J  1 

+ h 
5 . 3  p[hysicians services, w h e t h e r  furnished the office, t h e  
p a t l e n t ' sh o m e ,  a h o s p i t a l  a s k i l l e d  nurse l n g  f a c i l i l t y  o r  
e l s e w h e r e  

b .  m e d i c a la n d  surgical s e r v i c e sf u r n i s h e d  by  a dentist ( L n  
a c c o r d a n c e  with s e c t i o n1 9 0 5 ( a ) ( 5 ) ( B )  of t h e  A c t ) .  

P r o v i d e d  : No l i m i t a t i o n s  X W i t h  l i m i t a t i o n s-__ 



LIMITATIONS 

Categorically Needy 


( a )  Payment f o r  blood is limited t o  the 
f i r s t  three p i n t s  of whole blood provided
dur ing  each per iod of h o s p i t a l i z a t i o n .  An 
excep t ion  to  t h i s  limit is made only if t h e  
a p t i e n t  bas hemophi l ia ,in  which case pay­
ment is made for thebloodorblood products 
the pa t i en t  r equ i r e s .  

( b )  Payment for  i n p a t i e n tp s y c h i a t r i c
s e r v i c e s  i n  a gene ra lhosp i t a l  is limited to 
days certified by the  Department,during 
which the indiv idua l  wi th  a psych ia t r i c
d iagnos is  is a p a t i e n t  i n  a n  a p p r o v e d  u n i t  . 
An except ion will be made to t h i s  require­
ment i n  a n  emergency s i t u a t i o n ,  i n  which 
case payment will be made for a maximum of 
2 days of i n p a t i e n t  p s y c h i a t r i c  care i n s a n  
area o the r  t han  the psych ia t r i c  un i t .  

( c )  Payment fo rinpa t i en td rug /a l coho l
s e r v i c e s  i n  a gene ra l  hosp i t a l  is limited to 
days certified by the Departmentduring
which t h e  i n d i v i d u a l  w i t h  a drug/alcohol
diagnosis is a p a t i e n t  i n  a drug/alcohol
nit  approved by the Department of Health. 
inexcept ion will be made t o  this requi re ­
nent i n  a n  emergency s i t u a t i o n ,  i n  which 
case payment will be made for a maximum of 
2 days of i n p a t i e n t  care i n  a n  area o the r  
than t h e  drug/a lcohol  un i t .  

( d )  Each r e c i p i e n t  is limited to two 
:2) per iods  of t h e r a p e u t i c  l a v e  per
calendar month. Neither of these per iods  of 
therapeut ic  leave  may exceed 12 hours i n  a 
calendar day. 

exception Recip ien tsrece iv ing  care i na n  
acute care genera l  hospi ta l ' s  ex tended  acute  
a r e  p s y c h i a t r i c  unit approvedby the 
department are limited t o  s e v e n  1 2 - b u r  
periods of the rapeu t i c  l eave  per month which 
nay be used consecut ively.  

# 90-08 




Heart 







~~ 

SERVICE limitations 

inpatient Hospital services 
(continued) 

( 6 )  plastic or cosmetic surgery f o r  
beautification purposes. For accidental iniury, plastic 
surgery 1s compensable i f  performed for the purpose of 
improving the functioning of a deformed body member; 

( 7 )  inpatient dental cases involving oral 
rehabilitation or  restorative services, except for 
procedures performed for treatment of a secondary 
diagnosis. Exceptions are made due to the nature of the 
surgery or  the condition of the patient if documentation 
in the patient's medical record justifies the procedure
in an inpatient setting. 

( 8 )  diagnostic tests and procedures that can 
be performed on an outpatient basisand diagnostic tests 
and procedures not related to the diagnoses that require 
that particular inpatient stay. 


( 9 )  sterilizations performed on individuals 
under 21 years of age; 

(10)  sterilizations performed on individuals 
21 years of age or older who have notmet the 
requirements of the Consent Form for sterilizations; 

(11) hysterectomies performed solely for the 

purpose of sterilization; 


( 1 2 )  abortion procedures performed on 
individuals if a "Physician Certification for  an 
abortion form has not been completed: 

( 1 3 )  services and items for which full payment
is available through medicare other financial resources 
or  other health insurance program; 

' X  # 93-10 

supersedes 

'S  # 87-08 .Approval Date 11/7/88 Effective Date 1/1/87 




11/7/88  

service limitations 

( 1 5 )  methadone maintenance 

(16) periods of absence from the hospital f o r  
any purpose except for therapeutic leaves; 

(17) diagnostic or  therapeutic procedures 
solel!. for experimental, research o r  education purposes; 

(18) unnecessary admissions and conditions 

which do not require hospital-type care; 


( 1 9 )  inpatient services provided to patients 
who no longer require acute short term inpatient
hospital care (inappropriate hospital services). For 
patients who do require skilled nursingor  intermediate 
care, payment will be made.to the hospital only 1 f  the 
patient is in a certified and approved hospital-based 
skilled nursing o r  intermediate care unit; 

( 2 0 )  inpatient hospital days not certified 
under the Department's Concurrent Hospital Review 
Process (CHR) process o r ,  in the event that the hospital 
is granted an  exemption from CHR, not certified by the 
hospital's in-house utilization review process. 

(21) days of inpatlent care due to unnecessary
delay in applying for a court ordered commitment,g r a c e  
periods, administrative days and custodial care related 
o r  unrelated to court commitments or  to the Child 
Protective Services. 

(22) any inpatient hospital services provided 
to a recipient by the transferring hospital on o r  after 
the effective date of acourt commitment to another 
facility; 

( 2 3 )  days of inpatient hospitalization due to 
the failure to promptly request or  perform necessary 
diagnostic studies, medical-surgical procedures. o r  
consultations; 


'i # 93-10 
supersedes 
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